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Type of Cost ReportFiling pursuant to OAC Rule 5101:s-3-20 and 5101:3-3-24 (Please check one ofthe following) 
-Year-End __ 4.3 Change of Provider4.1 Agreement __ 4.5 Closed Facility 4.7 Capital 
-4.2New facility ___ 4.4 Rate Reconsideration -4.6Amended 

Thii cost report mustbe received OT postmarked pursuant to OAC Rule 5101:3-3-20 except for  state operated ICFs-MR. Failure to lile timely will 
result in reduction of Re current prospadive rate bytwo d o l l a r s  ($2.00) per patient per day. This rate reduction shall be adjusted for inflation in 
accordancewith ORC Section 5111.26 (A) (2). Readinsbudionsbefore completingthe form PLEASE ROUND TO THE NEAREST DOLLAR FOR 
ALL ENTRIESMADE ON THIS COST REPORT. Whencompleted submit toOhio department ofJob and familyservices Bureau of Long Term 
Care Facilities, ReimbursementSection, 30East Broad Street,3rdFloor. Columbus. Ohio 43215-3414 

Provider Name Medicaid ProviderNumber Medicare Provider Number 

Complete Address: 
Address (1) 

Address (2)
State City of Ohio 

Zip Code 

TYPE OF CONTROL (Please check one the following) 
ProprietaryforProfitCorp.Name 

Address (1) 
__ 1.1 AddressIndividual (2) 
__ CityState1.2 Partnership 
__ 1.3 CorporationZip Code 
__ 1.4 Other: specify control 

Voluntary Nonprofit 
__ 2.1Church 
__ 2.2 Other: Specify Control 
_- 2.3 Church Corporation 

Nonfederal Government 
__ City _- - County 
__ County __ 3.5 Hospital3.2 

Specify__ City 3.6Other:Control 

ALL PATIENTS 

1. Licensed beds at beginning of period 
** 2. Licensed beds at end of period 

3. Totalbeddaysavailable 
4. Totalinpatientdays 
5. Percentage of occupancy (line4 divided by line 3 X 100) 

6.1 Indirect allowable days (greater of line 4 or .85X line 3) 
'6.2 	 Capital allowable days (greater of line4 or .95 X line 3) 
OHIO MEDICAL ASSISTANCE PROGRAM PATIENTS 
7. Total patient days (from ScheduleA-1, line 13, column 5) 
8.  Utilization (line7 divided by line 4. col.1 X 100) 

'EXCEPT AS PROVIDED IN OAC RULE5101-3-3-53 (for Nursing Facilities) 
'EXCEPT AS PROVIDED IN OAC RULE 5101:3-3-86 (for ICFslMR) 

Federal ID Number Period Covered byCost Report 

ODH ID Number From: 

County Through: 

Type of Facility 
Is; Facility a Unit a: 

1. Nursing Facility __a. Hospital 
___ 2. ICF-MRFacility _- b. RehabilitationCenter 

c. Other :Specify 

Name and Address ofOwner of Real Estate a 

I *, 
I* 

.I' 'A , '  

Zip Code 

Name and Addressof Owner 

Zip Code 

Medicaid Certified Beds Only Total Facility LicensedBeds 
(1) (2) 

r 1 

"IF FROM DATE OF CHANGE NUMBER BEDS
LINE 2 IS DIFFERENT COL 1. LINE 1, NOTE AND OF INVOLVED 

LINE 2 IS DIFFERENT COL. 1. LINE 1 .  NOTE DATEOF AND NUMBER BEDS
"IF FROM CHANGE OF INVOLVED 


"IF FROM DATE OF AND NUMBER BEDS i n v o l v e d 
LINE 2 IS DIFFERENT COL 1, LINE 1,NOTE CHANGE OF 
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CERTIFICATIONBY OFFICER OF PROVIDER 

Medicaid Name Provider 	 Reporting Period 
FKUTI: through 

Inaccordance with the Medicaid Agency Fraud Detection and Investigation Program42 CFR 455.18, all castreports submitted to ODJFS 
will be certified as follows: 

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINEDIN THISCOST REPOM, 
OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER FEDERAL AND LAWS 
AND PUNISHEDBY FINE AND/OR IMPRISONMENT. 

I 
Ihereby certify that I have read the above statement and I have examined the accompanyingcost report ;and supporting schedulesl 

(name for preparedand ,number 
endingto thatandand the for ' 

knowledge and belief,it is a true. accurate, and complete statement prepared from books and records of the provider@)in accordan 
with applicable instructions, except as noted. 

SignatureofOwner,Officer, orAuthorizedRepresentative of Provider@) Date of Signature 

Officer,  or Authorized Representative 
(Last) (First) (M.I.) 

Title 
code Area ( 1 Area Code ( I 1 

Report Prepared by (Company) 1 
E&Prepared by (Individual) Title 

Print or Type Name of Owner, of Provider(s) 

-* 
(L%sSti (FrSl) (M.I.) 

* 
Address 

Code 
Telephone Number for Person Preparing Cost Report 
Area ( ) Code 

Fax Number 
Area ( ) Z  

Location of Records or Probable Audit Site Telephone Number for Audit Contact Person 
Code ( 1 

County 
__ Address __ 

City, Slate, Zip Code 

CodeCity _I_ ________ ___ Zip State 

NOTARIZED 
Subscribed and duly sworn before me according to law, by the above named officer or administrator this 

day of ___ 20- at ,ofcounty __ state,and of 

Signature of Notary 

JFS 02524 (REV 10/2002) 
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SUMMARY OFA-1 ScheduleDAYS 

Provider Name ProviderMedicaid Number Reporting Period 
Through: From: 

Note: 	 All data must bestated on a service date(accrual) basis. For example, January data would include onlythe applicable days and billings 
for services rendered during January. NFs must report each medically necessary leave day andlimited absence as50% of an inpatient 
day. Please refer to rule51015-3-59 of the OAC for details. 

Month CertifiedDays' Days 
Beds 

1. January 

2. February 

3. March 

CONSULT THE OHIOADMINISTRATIVE CODERULE 5101<3-3-5Q(NFs) ANDSIOl:-3-3-62 (l@-kfks] FOR q N  explanation of THE- ' 

DIFFERENCE BETWEEN HOSPITAL AND THERAPEUTIC LEAVE DAYS. 

JFS 02524 (REV. 10/2002) 
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DETERMINATIONOF MEDICARE PART B COSTS TO OFFSET Schedule A-2 

Provider Name Medicaid Provider Number 	 Reporting Period 
From: Through: 

Instructions: List GROSS CHARGESfor residents days shown in Schedule A-1 and Attachment4. GROSS CHARGES 
must be reported from the uniform charge structure thatis applicable to all residents. 

Veteran '1Revenue 

section A 
$nr I Me;; 

(sum of cols. 2-7) 

100% 

100% 

3a. on3b Percentage (line col. 2-7 divided by total line 3a mi. 8 )  I I I 
I 

JFS02524 ( K t V  lO/Z002) 
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SUMMARY OF COSTS Schedule A-3 

Provider Name Medicaid ProviderNumber Reporting Period 
Through: From: 1 

Total Filed CostReference Sub Allowable 
REIMBURSABLE COSTS Schedule Total Diem Per 

Line 

RECONCILIATION OF COSTS 
Schedule I Total Adjustments: Adjusted Total (Opt.) Allocated 

Line # Increases (Decreases) Adjusted Total 
(1) (2) (3) (4) 

B-1/26 12. COI 3 COI 4 COI 5 COI 7 
B-2/56 13. COI3 COI 4 COI 5 COI 7 

14. c193 COI 3 col 4 col 5 COI 7 
15. D '  COI 3 col 4 COI 7 col 5 
16. Totals $ (A) S (B) $ $ 
17. Less Non-Reimbursable from Schedule C Page 3 line 92 ........................................... col ( ) COI 7 ( 15 
18. TotalReimbursable .................................................................................................... ,$ (C) $ (C)  

t 
 Summary of Schedule D lines 11, '13 and 49. 
(A) Agrees to Total Expenses per Working Trial Balance. 

(�3) Agrees to Attachment 2, line 40, column 4, and Schedule A-2, lines 7 and 12, column 5. 

(C) Agrees io Schedule A-3, line I O ,  column 3. 


NOTE: All cost data should be rounded to the nearest whole dollar. 
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Name 

OTHER  PROTECTED  
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PROTECTED OTHER COSTS Schedule B-1 

MedicaidNumberProvider of Facility 	 Reporting Period 
From: Through: 

Chart Salary Other/ Total AdjustedAdjustments Anoc. Allocated 
COSTS of Facility Contract increases Total Ratio Adjust. Total 

** 	HOME OFFICE COSTS INSTRUCTIONS: ** 

Home office costs are to be entered on l ine 18 only. They are not to be distributedto any other line on this schedule 

**'IIf ratios of allocation are used, limit the precision to four places to the rightof the decimal. 

Note- 411 cost data should be rounded to the nearest whole dollar. 

JFS 0 ~ 5 2 4(REV 10/2002) 
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Schedule 8-2 

DIRECT CARECOST CENTER 1 of2 


I
I	Provider Name ProviderMedicaid Number Reporting Period I 

I I from - Through: I 


, . 

~ - ,. " 
-TI:* ., 

Line 24 Other DirectCare - Specify Below 

Salary Other 


Account Title Column Column 1 2 


I I 

Totals must tie to line 24, Col 1 & 2 I 


**** If ratios of allocation are used,limit the precision to four places to the right of the decimal. 

Note: All cost data should be rounded to the nearest whole dollar. 
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**** If ratios of allocation are used, limit the precisionto four places to the right of the decimal. 

Note: All cost data should be rounded to the nearest whole dollar. 
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